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Corrective action for resident affected included 19262011
o ] resident was sent to the ER for evaluation and was P
Complaint investigation #2B747 and #28789, ; admitted on 09/19/2011. The family and Physician were! g\l
were completed on October 3,2011, 2t i uoiii_':wlhy DON on 09/19/201 1. DON obtained | IL"{
Manchester Health Care Center. No deficiencies i i ::zi@:"m rmmf;] ‘a: phm?ﬁjy = 019{] il
Were cited related to complaint investigation | readmission to the ycilny. O9/10/201] suted oo
#287589 under 42 CFR PART 482.1 3, ) | licensed nursing staff in-service that was performed by |
Requirements for Long Term Care. Deficiencies the DON/ADON regarding pharmacy policy and i
were cited on C/O #28747, procedure, medication administration, and notification
F 157 |483.4 G(b}{1 1} NOTIEY OF CHANGES F 157 of family and physician notiﬁcation. In servicing was
o U = i cormpleted on ?9.‘26{20] 1 with all nurses in-serviced
$8=D I ('NJ RY[D CLINE’ROOM| El C) prior te returning to facility. The two nurses invalved
» ) were immediately suspended and were termi
| A facility must immediately inform the resident; ! 9/23/2011, Y MR i
! consull with the resident's physician; and i All residents have the potential to be affected by this
 known, notify the resident's legal representative e g
| or an interested famil Y s fesidents medications were audited throughout the
Bl i © family member when there.is an building on 09/19/2011 by the DON/ADON to ensure
| EOCI ent invalving the resident which resuits in ! availability. No other medications where found to be
| injury and has the potential for requiring physician | unavailable, )
i mtewent:cn; a significant change in the resident's f Measures put into place to ensurc deficient practice
i phy5|F,-_aI‘ merttal, or psychosocial status (ie.. a does not oceur again are: 100% of licensed nursing
i deterioration in heam-[' mental, or psychososial staff were ln-scrvic_ed rcgarFiing pharmacy policy and
i status in either life fh reatenin g conditions or Etr‘ofi{:d}]lrc;; :Td;cal'm'“ adu::.l;'isrrf‘stion;r;;d notificalion
y E l e % 5 f IT]II Var |) ysician nolification, new licensed
cf:r‘nr;.ﬁa comp[tcahons}, a F‘iEE_d to a!har treatment staff will be oriented as part of the orientation process
signmecantly (i.e., a need to discontinue an starting on 09/20/201 1.
J existing form of freatment due o adverse Pharmacy provided an additional in-service to licensed ]
| consequences, or to commence a new form of nursing staff on 09/21/2011. !
| |: treatment); or a decision to transfer or discharge The c.orrecti\'c actions will be monitored to ensure |
1 the resident from the facility as specified in i s milery -
| i §483_12(a} & i lcation avallam {ynu 'llS Or the entire b mng
: i . i were performed starting daily on 09/19/2011 for 2
- ‘ weeks by DON/ADON, and then will be performed
The facility must also promptly notify the resident weekly for two months, then monthly for two months, |
| and, if known, the resident's legal representative Any .';(Iivcmc results will be reported to the QA ,[
i or interested family member when there i comimmlise o -
| -change in room ory roommate ass?q?m € ItS a Resuits of this monitoring will be reported to the QA
| o ; gnment as comunittee for analysis findings. Changes will be made
specified in §483.15(e}2): ora change in to the action plan based on analysis. The QA
resident rights under Federal or State law or commitiee consist of Administrator, DON, ADON,
regulations as specified in paragraph (b){1} of | Nurse Educator, Activities director, Medical Director, i
| this secton. Medicul records, Dictary director, Environmental
iT ) i © 1 services, Social services, Maintenance, Rehab director, |
; . 5 / 5 Admissions Coordinator. ;
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F157 | Continued From page 1
: The facility must record and periodically update

the address and phone number of the resident's
legal representalive or interested family member.

by:

| Based on medical record review, facility policy

| review, facility investigation review, and interview,

i the facility failed to notify pharmacy of the need
for anti-seizure medications; failed to notify the

| physician anti-sefzure medications were not

i available for the resident; and failed to notify the
family the anti-seizure medications were

i unavailable for one (#3) of seven residents

| reviewed,

i

|

|

| This REQUIREMENT is not met as evidenced
!

|

| The findings included:

. Septerber 17, 2011, with diagnoses including

| Seizures, Diabetes Meliitus, Hypertension,

i Coronary Artery Disease with Placement of
Stents. Continued medical record review

| reveaied the resident lived in an Assisted Living

i | Facility; had been hospitalized due to aspiration

. pneumonia; and was transferred to the facility for
rehabilitation, .

]

[

|
Resident #3 was admitted to the faciiity on { |

|

j

_5 : Medical record review of the Minimum Data Set
dated Septemnber 6, 2011, revealed the resident
i had a BIMS (Brief Inventory of Mental Status) of
10 (15 being fully alert and oriented): required
assistance with transfers, dressing, bathing, and |
{ | groeming; was continent of bowel and bladder: j
| was independent with eating; used a waiker or
' ) wheelchair for mobility,

F 157
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i

| Medical record review of nursing notes dated
September 18, 2011, revealed the resident was in
the front lobby in the wheelchair when...had a

| seizure. Continued medical record review _
| revealed the resident was non-responsive after .| i
the seizure and was placed on the resident's side
on the floor, Further medical record review
revezled the resident suffered a second seizure |
after which the resident required suctioning.
Continued medical racord review revealed the ;
resident suffered a third seizure before being
| transferred to the hospital,

{ Department record revealed patient had "grand*
i mal seizure due to not receiving Larmictal for 48

I hours. Patient had history of seizures 34 years. .
Breakthrough seizures if.. does not receive | ’
medications," '

i |
| Medical record review of the Emergency 1

orders dated August 17, 2011, revealed the

resident was ordered Lacosamide (Lamictal) 100
mg (milligrams) every 12 hours for seizures.

4

i

» . . |.
Medical record review of physician's admission '
|

! |
Medical record raview of the Mediecation 1

Administration Record (MAR) revealed the

resident received the Lamictal oh September 17,

2011, at 7:51 p.m. Continued medical record

, review of the MAR revealed the medication was i

not administered on September 18, 2011, at 8:00 1
|
E

a.m., or 8:00 p.m., nor was it administered on
| September 18, 2011, at 8:00 a.m.

| Review of documentation dated September 18,
{ 2011, revealed the nurse sent an email fo the !
i pharmagcy requesting the medication, but failed to

! netify the backup pharmacy by telephone to get |
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|
the medication called intc the pharmacy. Further ‘
review of documentation dated September 18, ;
2011, revealed the avening nurse charted tha ',
redication was "held due to waiting available i
{ from pharmacy." Continued review of i
| documentation dated September 19, 201 5 |
i revealed the nurse sent an email o the pharmacy
requesting the medication and then ealled ;
pharmacy later in the morning who stated they 'rl
would call the nurse when the medication was in |
the back-up pharmacy. |

|
Review of the pharmacy policy revealed "Enter i
order into E-Mar (electronic MAR)and sendto |
pharmacy, Call on-Call pharmacy and leave 1
|
i
i

1 message of order needed. On Call pharmacist

will call back and arrange for medication to be
obtained from back-up pharmacy and arrange
delivery." -

1

| Review of the facility Investigation revealed on ]
|] September 17, 2011, the nurse failed to nofify

| Pharmacy there was no more Lamictal for the J
| resident. Continued review revealed the nurse on l
| September 18, 2011, notified pharmacy by email !
| the medication was not avallable but failed to i
| notify the backup pharmacy by telephone to get |

| the medication to the pharmacy. Further review | I
revealed on September 18, 2011 , the evening

| nurse failed to give the medication because there

| was none to give and also failed to notify

' pharmacy and follow the protocol.

| Review of a facility interview with Nurse #1 dated

| September 20, 2011, revealed the employee
"...did not call backup pharmacy on Septembar
18, 2011, to obtain medication for resident

' on...assigned hall. This resident missed 2 dose of

|
|
|
|
i
|

|

|
|
|
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F157 ! Continued From page 4
. anti-seizure medication during this employee's i
. shift. Family was not notified; physician was not !
notified; pharmacy was not notified by phone. f |
This employee is suspended pending - i |
 investigation at this time."

|
|
|
I
I
f

| Review of a facility interview with Nurse #2 on
September 23, 2011, revealed "This émployee
did net attempt to obtain medication from
pharmacy on September 18, 2011. Family was
not notified nor was the physician.”

Continued review of facility investigation revealed
.| both employees were terminated.

t Review of facility policy, Medication

| Administration, revealed "The Director of Nu rsing
and resident’s attending physician will be notified
when three (3) conseculive doses of a medication
are refused or withheld. With medications such | !
| as Cardiac, Anticonvulsants, and/or Diabstic [ i

: drugs with one missed dose, the physician is to
| be notified. The reporting nurse will chart this

| notification in the nurses' notes in the resident's
' medical record.”

During interview on October 4, 2011, at 3:30 |‘
p.m., in the conference room, the Director of ]
Nursing confirmed the nurse failed to foliow -
| correct procedures and falled to notify the |
| pharmacy correctly the medications were not : i

available; filed to notify the physician the |
medication had not been administered for three |
doses; and failed to notify the family the resident

had not racaived three doses of mediscation. ’

|
|

C/Q #28747 .
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281]
i
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F-281 | Continued From page 5 F 281 é’“ . T 7
" ; orrective action for resident affected inclu 092672011
$8=D | PROFESSIONAL STANDARDS resident was sent to the ER for evaluation and was
| admitted on 09/19/2011. The family and Physician were \
The services provided or arrangéd by the facili notified by DON on 09/19/2011. DON obtained A \
p ged by ty D
must rmeet professional standards of quality. medication from the pharmacy on 09/19/2011 so thar | | “
; medication would be available for this resident upon
i . readmission to the facility. 09/19/2011 started 100%
: — ’ livensed nursing staff in-service that was performed by
g;‘.‘s REQUIREMENT is-not met as evidenced the DON/ADON regarding pharmacy policy and :
. . | procedure, medication acministration, and notification
| Based on medical record review, facility policy of family and physician notification. In servicing was
 review, facifity Investigation review, and interview completed on 09/26/2011 with all nurses in-serviced |
i the facili i \ ' prior to returning to facility. The two nurses involved !
- ' ty failed to meet _Pf'OfESSlOH'EEl standardg were iminediately suspended and were terminated on
: In providing care to a resident by failing to cbtain 9/232011, |
: anf{-segzure medications and failing to administer All residents have the potential (o be affected by this!
j @nti-seizure medications to one (#3) of seven practice |
© 1 residents reviewed. All residents’ medications were audited throughout the'
building on 09/19/2011 by the DON/ADON to ensure *
i | availability. No other medications where found to be !
{ . i | unavailable. L
i The findings included: i Mensures put inta place to ensure deficient practice
| | does not oceur again are:  100% of licensed nursing |
J Resident #3 was admitted to the faciiity on I stafl were in-serviced regarding p‘;mrmacy poIfl::;r;ndg | |
| September 17, 201 1, with diagnoses including ! procedure, medication administration, and notification J
i Seizures, Diabetes Mellitus, Hypertension, of fnmi_!y and ghysician notification, .A“ new licensed
. Coronary Art ery Disease with Placement of | ::::;f] ::]‘[):% g:;;::tzzdl?s part of the orientation process
| Stents, Contlnusad me‘dwa{_ record review J i Phannicyprovidcd an additional in-service to ficensed |
J revealed the resident lived in an Assisted Living nursing staff an 09/21/2011,
| Facility; had been hospitalized due to aspiration | The corrective actions will be monitored to ensure
| : p piration | orrec :
| pnaumonia; and was transferred to the facility for | prac}me_w;ll nqt recur mc!udcs: o
! rehabilitation, Medication availability audits for the entire building
‘ were performed starting daily on 09/19/2011 for 2
' . = . n weeks by DON/ADON, and then will be performed :
| Medical record review of the Minimum Data Set weekly for two months, then monthly for two months. ' |
: dated September 6, 201 1, revealad the resident | Any adverse results will be reported to the QA i
{ had a BIMS' (Brief inventory of Mental Status) of | committee

Results of this monitoring will be reported to the QA ;
cummitiee for analysis findings. Changes will be made
10 the action plan bused on analysis. The QA

;10 (15 being fuily alert and oriented); required
| assistance with transfers, dressing, bathing, and

, grooming; was continent of bowel and bladder; committee consist of Administrator, DON, ADON,
i was independent with eating; used a walkeror | Nurse Educator, Activities director, Medica) Director,
I wheelchair for mobiﬁgy_ Medical records, Dietary director, Environmental

services, Social scrvices, Maintenance, Rehab director,

‘ | ! l Admissions Coordinator, |
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Medical record review of nursing notes dated
September 18, 2011, revealed the resident was in
the front lobby in the wheelchair when...had a
seizure. Continued medical record review
revealed the resident was non-responsive afier
the seizure and was placed on the resident's side
on the floor. Further medical record review
revealed the resident suffered a second seizure
after which the resident required suction ing,
Continued medical record review revealed the
resident suffered a third saizure before belng
transferred to the hospital,

Medical record review of the Emergency
Department recard revealed patient had "grand
mal seizure due fo not receiving Lamictal for 48
hours. Patient had history of seizures 3-4 vears,
Breakthrough seizures if.. does not receive

{ medications "

,i' Medical record review of physician's admission

| orders dated August 17, 2011, revealed the

| resident was ordered Lacosamide (Lamictal) 100
mg {milligrams) every 12 hours for seizures.

Medical record review of the Medication

| Administration Record (MAR) revealed the

| resident received the Lamictal on September 17,
2011, at 7:51 p,m. Continued medical record
review of the MAR revealed the medication was

| not administerad on September 18, 2011, at 8:00
a.m., or 800 p.m., nor was it administered on
September 19, 2011, at 8:00 a.m.

. Review of documentation dated September 18,

| 2011, revealed the nurse sent an emajl to the

{ pharmacy raquesting the medication, but failed to
| notify the backup pharmacy by telephone to get

]
|
|

j
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4310 | . SUMMARY STATEMENT OF DEFICIENCIES

: the medication called into the pharmacy. Further
| review of documentation dated September 18,
12011, revealed the evening nurse charted the

i medication was “held due to waiting available

t from pharmacy." Continued review of

j documentation dated September 19, 2011,

i revealed the nurse sent an email to the pharmacy
| rfequesting the medication and then called

| Pharmacy later in the morning who stated they

1 would call the nurse when the medication was in
: the back-up pharmacy.

' Review of the pharmacy policy reveaied "Enter
| order into E-Mar (electronic MAR) and send to
: pharmacy. Call en-Call pharnnacy and leave

. message of order needed. On Call pharmacist
 will call back and arrange for medication o be |

| obtained from back-up pharmacy and arrange |
| delivery,”

1 Review of the facility investigation revealed on

i September 17, 2011, the nurse failed to notify
pharmacy there was no more Lamictal for the
resident. Continued review revealed the nurse on
| September 18, 2611, nofified pharmacy by email |
| the medication was not available but failed to

! notify the backup pharmacy by telephone to get

| the medication to the pharmacy. Further review

| revealed on September 18, 2011, the evening
nurse failed to give the medication because thera

was none to give and also failed to notify
pharmacy and follow the protocol.

| |
Review of a facility interview with Nurse #1 dated |
September 20, 2011, revealed the employee |
“...did not call backup pharmacy on Septembar |
18, 2011, fo obtain medication for resident ‘
on...assigned hall. This resident missed a dose of |
|

e | PROVIDER'S PLAN OF QDRRECTIONB_ comg;i')‘r s
S ! EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH CORRECTIVE AGTION SHOULD BE :
: ?EZ‘X | F§EGUL%TQRY OR LSC IDENTIFYING INFORMATION} TAG lf caos&asﬁﬁsggmeglg g:j)r-: APPROPRIATE DATE
i .
| - |
F 281 ! Continued From page 7 F 281
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i anti-seizure medication during this employee's
: shift.  Family was not notified; physician was not
notified; pharmacy was not notified by phone.
This employee is suspended pending
investigation at this time."
'g Review of a facility interview with Nurse #2 on
Septemiber 23, 2011, revealed "This employse
did not attempt to obtain medication from
pharmacy on September 18, 2011, Family was
j not notified nor was the physician.”

| both employees were terminated.

Review of facility policy, Medication

t are refused or withheld. With medications such
as Cardiac, Anticonvulsants, and/or Diabetic
drugs with one missed dose, the physician is to
! be nofified. The reporting nurse wili chart this
 nofification in the nurses' notes in the resident's
| medical record,” .

|

During interview at 2:30 p.m., on October 4,
2011, in the conference room, the Director of
I Nursing confirmed the nurse failed to obtain

| necessary anti-seizure medications from

| pharmacy and failed to administer anti-seizure
] medications as ordered by the physician.

| CIO #28747
F 333 | 483.25(m)(2) RESIDENTS FREE OF
88=p | SIGNIFICANT MED ERRORS

Continued review of facility investigation revealed

Administration, revealed "The Director of Nursing
and resident's attending physician will be notified

i when three (3) consecutive doses of a medication |

|
| The facility must ensure that residents are free of

281

F 333

b
i
|
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any significant medication errors,

i This REQUIREMENT is hot met as evidenced
| by:

| Based on medical record review, facility poficy
review, facility investigation review, and interview, |
the facility failed to obtain anti-seizure
medications and failed to administer anti-seizure
medication for one (#3) of seven residents

| reviewed,

| The findings included:

Resident #3 was admitted to the facility on
Septernber 17, 2011, with diagnoses including
Seizures, Diabetes Mellitus, Hypertension,
Coronary Artery Disease with Placemnent of
Stents. Continued medical record review
revealed the resident lived in an Assisted Living
Facility; had been hospitalized due to aspiration
phreumonia; and was transferred to the facility for
rehabilitation. .

Medical record review of the Minimum Data Set
: dated September 6, 2011, revealed the resident
{ had a BIMS (Brief Inventory of Mental Status) of
| 10 (15 being fully alert and oriented); required
 3ssistance with transfers, dressing, bathing, and
| grooming; was continent of bowel and bladder:
was independent with eating; used a walker or
wheelchair for mobility.

i Medical record review of nursing notes dated
September 19, 2011, revealed the resident was in
the front lobby in the whealchair when...had a
seizure. Continued medical record review
revealed the resident was non-responsive after

Corrective action for resident affected included
resident was sent to the ER for evaluation and was
admitted on (19/15/2011. The family and Physician were |
notified by DON on (19/19/2011. DON abtained 1,\\1-1\\\
medication from the pharmacy on 09/19/201 1 so that =
medication would be available for this resident upon
readmission to the facility. 09/19/2011 started 100%
licensed nursing staff in-service that was performed by
the DON/ADON regarding phanmacy policy and
procedure, medication administration, and notification
of family and physician notification. In servicing was
completed on (09/26/2011 with all nurses in-serviced
prior to returning 1o facility. The two nurses involved
were immediately suspended and were terminated on
$:232011.

All residents have the potential to be affected by this
practice :
All residents” medications were audited throughout the ' |
building on 09/19/2011 by the DON/ADON 1o ensure
availability. No other medications where found to be
unavailable.

Measures put into place to ensure deficient practice!
does not oceur again are:  100% of licensed nursing
staff were in-serviced regarding pharmacy policy and |
procedure, medication administration, and notification
of family and physician notification. All new licensed
stafl will be oriented as part of the orientation process
starting on 09/20/201 1.

Pharmacy provided an additional in-service to licensed
nursing staff on 09/21/2011,

The corrective actions will be monitored to ensure i
practice will not recur includes: :
Medication availability audits for the entire building
were performed starting daily on 09/19/2011 for 2

weeks by DON/ADON, and then will be performed
weekly for two months, then monthly for two months.
Any adverse results will be reported to the QA
committee

Results of this monitoring will be reported to the QA
comumittee for analysis findings. Changes will be made
to the action plan based on analysis. The QA

committee consist of Administrator, DON, ADON,
Nurse Educator, Activities director, Medical Director,
Medical records, Dietary director. Environmental |
services, Social services, Maintenance, Rehab director, |
Admissions Coordinator. !
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after which the resident required suctioning.
Continued medical record review revealed the
| resident suffered a third seizure before being
' transferred to the hospital,

; Medical record raview of the Emergency

Breakthrough seizures if., does not receive
medications.”

orders dated August 17, 2011, revealed the
mg (milligrams) every 12 hours for seizures.

Medical record review of the Medication
Administration Record (MAR) revealed the

2011, at 7:51 p.m. Continued medical record

a.m., or 8:00 p.m., nhor was it administered on
September 19, 2011, at 8:00 a.m.

2011, revealed the nurse sent an email o the
2011, revealed the evening nurse charted the

medication was "held due to waiting available
from pharmacy." Continued review of

the seizure and was placed on the resident's side

revealed the resident suffered a second seizure

Department record revealed patient. had “grand
mal séizure due to nol receiving Lamictal for 48
hours. Patient had history of seizures 34 years.

Medical record review of physician's admission

resident was ordered Lacosamide {Lamictal) 100

resident received the Lamictal on September 17,

review of the MAR revealed the madication was .
not administered on September 18, 2011, at 8:00 |

Review of documentation dated September 18,

phanmacy requesting the medication, but failed to
notify the backup pharmacy by telephone to get

i the medication called into the pharmacy. Further
review of documentation dated September 18,
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documentation dated September 19, 2011,
revealed the nurse sent an email to the pharmacy
requesting the medication and then called
pharmacy later in the morning who stated they
would call the nurse when the medication was in
the back-up pharmacy. :

Review of the phammacy palicy revealed "Enter
order into E-Mar (electronic MAR) and send to
| pharmacy. Call on-Call pharmacy and leave

i message of order needed, On Call pharmacist
t will call back and arrange for medication to be

| obtained from back-up pharmacy and arrange
delivery.”

Review of the facility investigation revealed on
September 17, 2011, the nurse failed to notify
pharmacy there was no more Lamictal for the
resident. Continued review revealed the nurse on
{ September 18, 2011, notified pharmacy by email
i the medication was not available but failed to
notify the backup pharmacy by telephone to get
 the medication to the pharmacy. Further review
revealed on September 18, 2011, the evening
nurse failed to give the medication because thare
was none to give and also failed to notify
pharmacy and follow the protocot,

Review of a facility interview with Nurse #1 dated

September 20, 2011, revesled the employee

"...did not call backup pharmacy on September

| 18, 2011, to obtain medication for resident

| on...assigned hall. This resident missed a dose of

| anti-seizure medication during this employee's

| shift. Family was not notified; physician was not
nofified; pharmacy was not noftified by phone.

: This employee is suspended pending

Linvestigation at this time."

-
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: Review of a facility interview with Nurse £2 on

| September 23, 2011, revealed "This employee
did not attempt to obtain medication from
pharmacy on September 18, 2011, Family was
{ hot notified nor was the physician."

Continued review of facility invastigation revealed
both employees were terminated.

Review of facility policy, Medication
Administration, reveaied "The Director of Nursing
and resident's attending physician will be notified
when three (3) consecttive doses of 2 medication
are refused or withheld. With medications such
as Cardiac, Anticonvulsants, and/or Diabetic
drugs with one missed dose, the physician is to

| be notified. The reporting nurse will chart this
notification in the nurses’ notes in the resident's
medical record."

During interview on October 4, 2011, at 2:30
[ p.m., in the conference room, the Director of 1
Nursing confirmed the nurses failed to obtain | ]
J anti-seizure medications from the pharmacy per | :
policy and also filed to administer anti-seizure
| medications which were ordered by the physician.

| CIO #28747

i
! i

i
I
P

| | | |
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